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Developing a managed care program for dual eligible 
participants is a statewide effort of Medicaid staff, 
providers, community partners and agencies, 
participants and families.  
 
Idaho Medicaid held a statewide meeting of these 
stakeholders to gather specific recommendations and 
priorities on October 26th, 2011. Over 50 people 
participated in the meeting, which was held at the Boise 
Medicaid state office and video-conferenced to six other 
sites throughout the state. 
 
Following this, Idaho Medicaid hosted a second 
videoconference on April 17, 2012 to review Idaho’s draft 
proposal and collect feedback from stakeholders. From the 
feedback of the first two meetings, Idaho Medicaid 
developed refined the draft proposal and encouraged 
stakeholders to submit their comments by mid-May, 2012. 
Ten stakeholders submitted written comments, which are 
contained in this document.  
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May 10, 2012 

 

On behalf of Idaho Health Care Association, I submit the following comments and questions on 

the Managed Care Draft Proposal.   

Thank you for consideration of these concerns. 

 

Kris Ellis   

 

Questions, Comments and Concerns with the Managed Care Draft Plan 

 

1. If a patient who meets nursing home level of care chooses a particular care setting, but 

the plan chooses a lower cost care setting… can the plan withhold payment to the 

setting the patient chose?  Or require discharge? 

a. We recommend that patients have the right to choose their care setting within 

reason.  This should be a negotiation between the plan and the participant.  

 

2. Will the current Medicaid provider payment be the minimum payment required by the 

plan? 

a. We recommend that the current rate be required by the plan and that savings are 

generated by case management…not rate management.  

 

3. Require that cost reports be maintained, to ensure that the assessments can continue, 

and structure the UPL to be paid as a rate adjustment, not as a lump sum.  This will 

require a statute change that will need to be finalized in the 2013 legislative session.  

a. We recommend the department work with IHCA and others to rewrite the statute 

to comply with these objectives.  

 

4. Will the federal access requirements (and the rules being developed by Idaho) still 

apply to a managed care plan? 

 

5. How can balance be assured between family/patient choice and case management 

decision making? 

 

6. Ensure that perception between independence in non-institutional settings and services 

provided by SNFs are put on an even playing field. 

 

7. Will expense for home health travel mitigate perceived savings from non-admission to 

SNFs? 

 

8. How will the cost savings be measured? Is there expected to be cost savings? 
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9. Is there an expectation for assessments and care planning for the home setting? 

 

10. What is the difference between person-centered care and those services provided by a 

SNF? 

 

11. Will there be any beneficiary satisfaction surveys? 

 

12. The report fails to address that those placed in a nursing home setting are generally 

more medically complex than those in a non-institutional setting, resulting in a higher 

number of hospital admissions. 

 

13. Is there a process for the state to immediately intervene on behalf of the beneficiary if 

required? 

 

14. In section ii ‘Payments to Providers’ (lines 721 thru 740), include a bullet point for 

‘Prompt Payment’ language and define it to mirror the language currently in effect with 

Medicaid.  

a. Currently, the state of Idaho can process claims on a Thursday and payment is in 

the provider’s bank account the following Thursday (1 week turnaround from 

billing to payment).  

 

15. Include/clarify language on section D. of lines 611 thru 613 and consider changing the 

sentence ‘Contractor shall maintain a network of appropriate providers supported by 

written agreements.’ to ‘Contractor shall establish written agreements with any willing 

provider.’  

a. We would want to be able to provide service to any resident or client that may 

wish to receive services from us. The current language may allow the contractor 

to dictate and/or limit the providers that the resident/client can use.  

 

16. In K. Workplan/Timeline, there is no Key Activity/Milestone of when the contractors 

will issue agreements to providers to execute. The three-way contract between the 

Health Plans, CMS, and the State is set to be completed in September 2013; however, 

there appears to be no timeline of when the providers will be expected to review and 

execute the agreements with the respective contractors. 
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DisAbility Rights Idaho’s Comments on Idaho Proposal to 

Contract with a Managed Care Organization (MCO) for 
Medicaid Services for People Who are Eligible for Both 

Medicaid and Medicare. 
 

Introduction: 
 
The Idaho Department of Health and Welfare (IDHW) has requested public comment on 
their proposal to contract with a Managed Care Organization (MCO) to provide Medicaid 
services to people who are eligible for both Medicaid and Medicare (Dual Eligible). This 
contract is intended to cover not only the types of medical services typically handled by 
health insurance companies, but also mental health services including psychiatric 
rehabilitation services, home and community based, long term care services and 
developmental disability related community supports. There are important differences 
between traditional medical treatment services and these community based support 
services which require careful and cautious planning and implementation. Although 
there are examples of MCO contracts covering some of these services in other states, 
we have not found any examples of states with a significant history of using a single 
MCO contract to provide all of these services statewide. This proposal appears to be 
without precedent. 
 
The degree of uncertainty and the potential for large scale unpredictable changes in 
Idaho Medicaid in the next three years is enormous.  

1. Idaho is currently preparing a Request for Proposals (RFP) for an MCO contract 
for Medicaid mental health services.  

2. That contract is expected to be expanded to include substance abuse services 
after about a year of implementation.  

3. Sometime this summer, the U.S. Supreme Court is expected to rule on the 
constitutionality of the Affordable Care Act.  

4. In 2014, if the Act is upheld or partially upheld, a large number of people with 
severe and persistent mental illness (SPMI) will become eligible for Medicaid. 
Most of them will also be eligible for Medicare.  

5. Implementation of the Children’s Developmental Disability Redesign and changes 
in the Adult Developmental Disability including changing authority to §1915(i) are 
in process. 

If the Mental Health MCO is different from the Dual Eligible MCO, there will be overlap 
or conflict between the populations served. Since the Mental Health MCO will already 
be in place by the time the Dual Eligible MCO is initiated we should expect to see large 
shifts of participants and costs into and between these two contracts as each of the 
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events described above occurs. These shifts will cause confusion, and disruptions 
which are generally not beneficial to the participants or anyone else involved in the 
process. Even if the same MCO wins both contracts, the differences in terms and “per 
member per month” (PMPM) rates between the two contracts will cause problems. It 
may be unreasonable to expect any system to absorb all of these separate but 
interconnected changes in such a short period of time. Coordination of all of these 
change processes may simply overwhelm a newly created system which has no history 
or precedent.  
 
Incentives to Provide Effective Preventive and Supportive Mental Health Services 
It is imperative that the financial incentives built into the system reward high quality care 
and effective preventative practices. It has been demonstrated that it is possible to save 
money by employing effective preventive and support services for several chronic 
conditions such as asthma and diabetes. There is evidence that bundling traditional 
physical health with mental health treatment can reduce the cost of traditional medical 
care and reduce psychiatric hospitalization. However, these demonstrations placed the 
burden for the cost of psychiatric hospitalization on the MCO.  

1. If the cost of hospitalization is borne by the state, the MCO has an incentive to 
place people in state hospitals and to delay their return to the community as long 
as possible. Unless the full cost of hospitalization in state hospitals is somehow 
charged to the MCO, there is no incentive to prevent hospitalization or to have 
robust mental health supports to prevent recidivism. 

2. The system should also provide incentives for preventing people with SMI from 
entering the criminal justice system or jails, or committing suicide. All of these 
events can actually lead to cost shifting or cost savings for the MCO unless the 
payment system provides disincentives for these events. 
 

DD Services and Supports 
The PMPM method does not by itself provide incentives for effective DD supports 
services or treatment. The goal of these supports is to increase the capacity of the 
person for self determination, independence and community integration. The 
success of such services is not measured by their physical health status or need for 
more expensive medical treatment. Short of institutional placement, there is no 
consequence to the MCO for providing inadequate or ineffective services and 
supports. Placement in a state facility like SWITC would even be a net savings to the 
MCO and for certain individuals ICF/ID placement could be a savings over a robust 
and effective community supports plan. To be effective, there must be a strong 
incentive to provide effective developmental services and supports. This can only be 
accomplished with a robust and accurate quality assurance system and well 
designed incentives to meet the expectations of that system. We are not aware of 
any examples of such a system. Traditional health insurance plans do not have 
expertise or experience with these services. 
1. The MCO should be required to contract with a highly qualified, independent 

entity to evaluate the quality and effectiveness of DD supports and services. 
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2. IDHW should consider carving out DD supports and services from the plan or 
preserving them as a fee for service system. With a robust system of quality 
assurance and care management practices. 

 
Enrollment: 

1. Require that consumers have at least 90 days to make a choice among plan 
providers. 

2. Require plans to contract with community-based organizations such as 
Independent Living Centers, and others. 

3. Include programs for people with mental illness, to educate potential enrollees 
about their options and to assist them in selecting delivery systems that best 
serve their individual needs. 

4. Allow enrollees to change plans at any time, without imposing a lock-in period. 
 
Provider Networks: 
Many dual eligibles have longstanding, beneficial relationships with providers that might 
not be in the existing network of a health plan or delivery system that participates in the 
program. To maintain continuity of care and respect these relationships, participating 
plans should: 

1. Maintain an open network provider system in order to contract with providers that 
are not currently in the network. 

2. Offer single case agreements that allow participants to continue seeing their 
current provider without arbitrary limits on the duration of the relationship. 

3. Require that all providers are trained on independent living and mental health 
recovery approaches. 

 
Long Term Services and Supports (LTSS): 
 
The goal of LTSS for dual eligibles should be to promote their independence, choice, 
dignity, autonomy and privacy. LTSS must emphasize community and home-based 
services over institutional care in compliance with the Olmstead v. L.C. and E. W.  
decision.  

1. LTSS services and should be based on conflict of interest free comprehensive 
evaluations which include an evaluation of functional status, social and 
vocational needs, socioeconomic factors, personal preferences, and the ability to 
obtain accessible services. 

2. Require plans to maintain current levels of LTSS until a comprehensive 
assessment is conducted. 

3. Contract with LTSS providers who have the capacity and expertise to meet 
member needs.  

4. Have the beneficiary play the central role in the LTSS assessment and in the 
development of an LTSS plan. 

5. Support family care giving through designation of family members as paid aides 
when consumers request this, as well as through respite services. 

6. Provide personal care assistant services, including an option for self-directed 
services. 
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7. Ensure that people with developmental disabilities (DD) have the opportunity to 
participate in the My Voice, My Choice HCBS Waiver option. 

8. Ensure that people with both a developmental disability and a mental illness have 
coordinated LTSS from providers with expertise in supporting both conditions. 

 
Care Coordination: 
 
Most health insurance companies have no experience with community based 
services for people with SMI or DD.  Typical health plan care coordination generally 
consists of having a nurse call the member occasionally on the phone. Case 
Management and Service Coordination services for people with SMI or DD must be 
much more “hands on”. It must include regular face to face meetings and 
intervention or advocacy on behalf of the member with other providers and 
community contacts such as landlords or the courts. Traditional health plan care 
coordination must not replace these vital support services. Plans must be required to 
contract with qualified and experienced DD service coordinators and SMI case 
managers, and whenever possible to continue with the member’s current services. 
 
The care coordination team must include a LTSS provider or coordinator (could be 
the case manager or the TSC) who is responsible for maintaining the LTSS. Few 
PCPs are able or willing to perform this function. 
 
LTSS care coordinators will often be needed for people receiving home care LTSS 
as well. 
 
Crisis Services: 
 
People who require LTSS for physical disability, DD, or SMI are at risk for crises in 
their lives and in their care needs. Plans will need to be able to quickly approve and 
provide additional services to deal with a crisis caused by a change in the person’s 
physical or mental health status, the imminent loss of living arrangements, unpaid 
supports, or other catastrophic events.  The ability of the system to respond to 
unexpected crises in the community without resorting to institutional placement 
should be a key requirement of the plan.  The plan should also be well coordinated 
with non-Medicaid crisis services and be able to access them when needed. 
 
Compliance with Olmstead v. L.C. and E.W. and Best Practices for community 
based services. 
 
The MCO must be in full compliance with the community integration mandate of the 
Americans with Disabilities Act (ADA) and the Supreme Court decision in Olmstead 
v. L.C. and E.W. Although the ADA has lesser implications for private health 
insurers, the Medicaid program must comply with Title II of the Act and the 
community integration mandate. This will require the contractor to make community 
services available in cases where institutional placement would be less expensive. It 
also requires services to help prevent hospitalization for people with mental illness. 
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1. There must be incentives and requirements in the plan to provide for recovery oriented, 
person centered plans of service. 

2. The plan must allow for self directed services in all areas of long term services and 
supports including mental health. 

3. DD services should emphasize self determination, community integration, employment 
opportunities and training for eligible individuals. 
 

The proposal for a single MCO contract for all Medicaid services for all people with 
dual eligibility is unprecedented and moves Idaho into uncharted territory in LTSS 
models. IDHW should be extremely cautious and move slowly and deliberately 
toward this project. Planning to implement it in the current time frame with such an 
array of both known and unknown variables (e.g. the Mental Health MCO contract, 
the implementation of the ACA, the pending decision in the Supreme Court on the 
constitutionality of the ACA, the efforts to redesign DD services, several pending 
federal lawsuits) may be too ambitious and ill advised. 
 
If Idaho does proceed at the proposed pace, there are serious issues to be 
addressed in the areas of DD services, mental health services and other LTSS. 
 
Submitted by  
 
James R. Baugh 
Executive Director, DisAbility Rights Idaho. 
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Dana Gover 
 
1. Idaho’s Managed Care plan must include requirements for Managed Care entities to 
have previous experience in providing long-term services including Home & Community 
Based Services.  
 
Idaho’s demonstration project must include requirements for Managed Care entities to have 
previous experience in providing long-term services including Home & Community Based 
Services. The plan should target specific sub-populations across differing disabilities and age 
groups to test and ensure program functionality and make needed adjustments that best align plan 
and program components before the entire dual eligible population is included.  
Experience is limited in managed care for higher risk disability populations, so Idaho should not 
rush to implement a full managed care program which could result in widespread disruption in 
services and negative health outcomes. Testing the plan is key and will require at a minimum of 
2-3 years of experience to ensure that appropriate quality and performance features are in place 
and adequate payment rates set for both the service providers.  

2. Idaho’s plan must change to a voluntary opt in, opt-out model of enrollment ensuring 
that program participants have personal choice in their services and are committed and 
willing participants in utilizing the coordinated services that the model is designed to 
provide. 

Lines  105-111  “…Idaho will replace the current MMCP with the new coordinated program. 
The new program will utilize mandatory enrollment into health plans under concurrent 
§1915(b)/ §1915(c) Social Security Act authority for Medicaid plan benefits, and passive 

enrollment with an opt-out provision for Medicare benefits.” 

Idaho’s draft managed care plan does NOT encourage or provide incentives for managed care 
entities to actively recruit participants. Idaho is utilizing a mandatory enrollment model requiring 
duals to enroll into a managed care plan. Duals will have no choice to opt-in on a voluntary basis 
or opt- out if the providers don't meet our unique medical needs. If the managed care providers 
offer quality services and meet people's unique medical care needs a mandatory model is 
unnecessary. People choose services that they are aware of and services that will improve quality 
of life.  
 
An “opt-in” enrollment mechanism ensures that participating plans attract and retain enrollees by 
offering each enrollee a high quality, more coordinated experience than the one they have in the 
fee-for-service system. The “opt in” model also ensures that program participants are committed 
and willing to use the care coordination services that the model is designed to provide. 

The right to “opt out” of Medicare alone is not adequate to protect dual eligibles from harm. Out 

of network providers must be available for those with specialized needs. A dual eligible who is 
mandatorily enrolled into a managed care model may experience a disruption in care and opting 
out into another managed care plan may not meet the person’s medical needs.   
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Voluntary, “opt in” enrollment processes have been used in the United States that are regarded as 
positive, person-centered programs. For example, the Program for All- Inclusive Care for the 
Elderly (PACE) is an “opt in” model. Massachusetts’ Senior Care Options, Minnesota’s Senior 

Health Options and Wisconsin’s Family Care Partnerships all use an “opt in” enrollment model. 

Idaho’s draft plan states that the reason people didn't enroll in the existing Managed Care 
program is because people were not mandated to do so. The reason many of us didn't enroll in 
the plan was the lack of publicity and informational material explaining how our services could 
be improved if we enrolled in the managed care system.  Why switch plans requiring us to 
change primary health care doctors who don't have a long-term relationship with us. Many of us 
have built long-term relationship with our primary health care practitioner who understands our 
health care needs.  

3. Institute a Sound and Accountable Consumer – Driven Quality Management and 

Improvement System  

The draft plan does not include an unbiased third party that will provide oversight unrelated to 
the Managed Care organization and the State of Idaho to ensure duals will receive timely and 
quality services that meet our complex medical needs.  

Idaho must oversee and ensure that managed care programs provide a quality management 
process that includes independent third-party monitoring, written evaluation of the managed care 
entities performance and assessment of various quality care indicators. These parameters need to 
be measured specific to the needs of persons with disabilities and should be based on principles 
outlined in the managed care plan.  

4. Clearly describe and emphasize requirements of program and physical access for 
individuals with disabilities.  

The plan requires managed care entities to comply with Federal and State Laws by citing the 
laws on page 19.  However the draft plan doesn’t clearly describe or emphasize requirements of 

program and physical access for individuals with disabilities.  

Additionally, managed care organizations serving Medicaid beneficiaries via government 
programs should be expected to be model employers in practicing affirmative action in the hiring 
of qualified workers with disabilities. Section 503 of the Rehabilitation Act requires affirmative 
action among federal contractors in the hiring of qualified candidates with disabilities. 
Contractors to Medicaid, a federal-state partnership program that provides significant services to 
those with disabilities, should take similar responsibility for achieving fairness in the 
employment of individuals with disabilities. 

5. Self-direction must be clearly outlined and defined in the draft plan. 

Self-direction is far more complex that what Idaho’s Draft managed care plan outlines. Line 608 
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on page 17 states, “Beneficiaries must have an option to self-direct their care; they must be 

permitted to choose and change their direct care staff”. 

Idaho’s draft plan doesn't spell out clearly a dual’s personal rights and choice as guiding 

principles in the self-direction or person centered planning discussion. Self-direction is discussed 

in the plan but only states that duals can choose and change staff.  The managed care plan should 
clearly follow Idaho Statute Title 39, Chapter 56 outlining the self-direction model that provides 
individuals the right to choose who they interview, direct, schedule, train, hire and fire. This 
includes the hiring of family and friends to assist with personal assistance needs.  

Medicaid's self-directed care programs have demonstrated the capacity of beneficiaries to plan, 
direct and make appropriate and cost-effective choices about their care that improve their health, 
functionality and general well-being. This important element of quality care for those with 
disabilities should not be sacrificed in a managed care plan and clearly described in Idaho's 
operational plan. 

The plan does not address the budgeting authority that participants have under the DD Waiver. 
The plan states that there will be changes to the Waivers but the specifications of these changes 
are not described.  

5. a) Person-centered planning is discussed in Idaho's draft plan, but it does not provide 
clear and specific language incorporating personal choice in all areas of managed care 
including the recommendations and voices of stakeholders, especially beneficiaries and 
their caregivers, to make sure that the integrated programs truly embrace the aspiration of 
integrated care. 
 
The managed care plan must define service and program delivery based on individual choice, 
person-centered planning and self-directed care and services. Beneficiaries in managed care must 
have choice in selecting service and support options, providers and care settings, especially in 
relation to the very personal nature of long-term care needs in both home and community based 
settings and institutional care settings.  

Person-centered planning is designed to increase beneficiaries’ self-determination, independence 
and inclusion in their communities. Self-direction emphasizes personal budgeting and oversight 
of one’s direct services and supports related to life’s instrumental functions, including activities 
of daily living, health maintenance, community participation and employment.  

Medicaid enrollees living with disabilities should be given the opportunity to actively opt into or 
out of these programs depending on the specific program approaches offered.  

6. Establish Fair and Adequate Payment Rates and Reinvest Savings in Medicaid Services 
 
Idaho's Draft Managed Care plan does not outline requirements for the Managed Care entity to 
provide adequate reimbursement rates. No matter how much effort and good intention Idaho and 
CMS incorporates into Managed Care programs, if reimbursement rates are not adequate, then 
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neither providers nor managed care organizations will be interested in participating. Or, even if 
they are interested at first, these programs will not be sustainable. Getting the rates right for 
integrated care is imperative. Proper rates ensure that neither the federal government nor the 
states are paying too much for services, but they also ensure that Managed Care Providers and 
network providers are in the position to provide the right services, at the right time, to the right 
person.  
 
Idaho must ensure transparency in their rate setting and demonstrate that these rates are 
actuarially sound. In any managed care payment process intent on meeting the needs of those 
with significant disabilities, such payment rates must account for severity of condition and be 
adjusted for varying levels of risk.  
 
To accommodate this need, a “risk pool” or “risk corridors” approach can be taken. The former 
would provide a pool of funds that would be drawn from and added to the capitation payment to 
meet outstanding unpaid claims. The latter would create specially designed pools that would 
adjust payment based on estimated services and supports used by enrollees based on their 
disability functional needs and related demographics. 
 
Payment rates should initially be based on at least 2-3 years of the most recent Medicaid (and, as 
appropriate Medicare) claims data so payments account adequately for marketplace realities and 
are not artificially decreased to achieve savings. Therefore, Idaho Medicaid budgets should not 
be cut prematurely on the basis of “anticipated” savings. Experience applied to higher risk 
populations under such programs is first needed before savings can be determined as definitive. 
Moreover, savings that are achieved should remain at the disposal of the state’s Medicaid 
program and reinvested in needed services and supports and improved care access, quality, 
coordination and efficiency.  
 
7.  Managed care systems addressing the needs of individuals with significant disabilities 
must ensure adequate access to appropriate durable medical equipment, prosthetics, 
orthotics, supplies and assistive technologies that allow daily function and the capacity for 
independence and employment where feasible. 
 
Covered services should include professional assessments of beneficiaries’ needs for technology, 
as well as set-up, maintenance and user training. Managed care should also remain open to 
innovations in technologies that have the capacity to improve care quality and achieve short- and 
long-term cost savings.  

8. The plan must include the provision of transportation and how the managed care entity 
will address the concern for those with limited transportation options.  
 
Idaho is a rural state, what happens if network providers in close proximity to the person are not 
available? Is there allowance for transportation costs?  
 
Thank you  
 
Dana Gover, person who is dual eligible 
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danagoforit@gmail.com 
 
 



From:  Rick Holloway [Rick.Holloway@westernhealthcare.com] 
Sent:  Thursday, May 10, 2012 3:01 PM 
To:  LTC Managed Care 
Subject:  Comments on Managed Care proposal 
 
Thank you for the opportunity to discuss the proposed managed care program for Idaho’s dual eligible 
population.  Below are my comments: 
 
First, the bulk of this document contains mostly high level theoretical concepts that have limited practical 
application at this point.  There are some principles that need to be considered while the managed care for 
dual eligible program is developed. 
 

1.      This program relies heavily on input and direction regarding the stated preference by a patient or 
responsible party on that patient’s preferred care setting (lines 113-116, line 304-305).  In many 
cases in the skilled nursing facility (SNF) setting, the patient and/or family member is unable or 
unwilling to make that decision.  The decision will then defer to a case management worker who 
may be financially incentivized to send that patient to a setting where the case worker may be 
paid more to manage that patient’s care rather than a setting that is best suited to the patient’s 
needs. 

 
2.      The pervasive perception among state and federal policy makers is that most of the 6,000 or so 

Idahoans in SNFs do not want to be there and could be easily cared for in a home setting (lines 
219-224).  In fact, patient satisfaction surveys done in Idaho’s skilled facilities prove this 
perception to be false.  While many would prefer to be back in their homes, they also recognize 
they cannot survive in a home setting without 24-hour care and oversight.  Policymakers who 
automatically assume greater independence equals greater quality of life fail to recognize the 
significant medical and other needs of the residents in skilled nursing facilities.  
 

3.      The proposed program strongly emphasizes home care as a primary care setting for beneficiaries 
to receive as much health care as possible (line 300).  Once again, this stated focus ignores the 
significant medical needs and assistance with Activities of Daily Living (ADLs) required by 
residents of Idaho’s SNFs.  With much of Idaho being rural, provision of care, especially 
intensive therapy, restorative care, and general nursing and assistance with ADLs becomes 
extremely expensive as providers end up spending a large amount of their time traveling instead 
of providing patient care. 
 

4.      There is also a pervasive, and largely incorrect, perception that the care in an institutional setting 
is always more expensive than a home setting (lines 225-227).  This perception assumes a patient 
who can be managed in a home setting under the Personal Care Services (PCS) or HCBS program 
with 3 hours of assistance per day for 4 days per week is the same type of person as in Idaho’s 
SNFs. If the average cost of a SNF in Idaho is $180 per patient day, and the payment rate for PCS 
or HCBS providers is $12 per hour, this translates to 15 hours of care per day to equal $180 per 
day.  If a SNF had all PCS or HCBS patients in their facility, and the SNF staff arrived at 7 am 
and served breakfast, lunch, and dinner to their residents, then all of the staff left at 10 pm and 
required the residents to fend for themselves the other 9 hours totally unsupervised, the Idaho 
Department of Health and Welfare would fine the building hundreds of thousands of dollars 
because of the “Immediate Jeopardy” situation created by not having any staff available to care 
for the residents.  But that is the exact situation that would happen if that same patient was 
transferred to a home setting under the managed care program under the assumption the cost is 



lower.  Even so, the amount paid to a SNF for a day of patient care includes ALL supplies and 
services needed by that patient with the sole exception of pharmacy services.  

 
5.      Will the requirement that SNFs complete frequent Minimum Data Set (MDS) assessments on 

Medicare and Medicaid patients be removed once the transition to this system is completed?  If 
MDS’s would still be required to be completed in the SNF setting, would the same assessments, 
with the same frequency, also be required of any patient who would have been admitted to a SNF 
but was diverted to a home setting?  What assessments and care planning would be required to be 
completed once that person is diverted from a SNF to a home setting?  In other words, it is not 
equitable to require massive assessments and care planning, as well as provision of care on a 24-
hour basis, in a SNF setting but remove all of those requirements if that person is in a home 
setting.   
 

6.      There are several references to “person-centered” care (line 312, line 320, for example).  How is 
“person-centered” care as stated in this program different than the individually developed care 
plans and treatment programs written and implemented in Idaho’s SNFs, and verified by state 
surveyors on annual visits? 
 

7.      Listed as a “Potential improvement target for quality measures” is the number of hospital and 
skilled nursing facility admissions (line 764 and 766).  How will either of these be an indicator of 
quality?  If there are increased hospital and nursing home admissions, it could be that the 
population is aging (which is expected) and the incidence of admissions to a health care facility 
increases as a person ages.  It could also be that the case workers identify patient conditions that 
require inpatient care even though the beneficiary would have delayed the care for a variety of 
reasons.  But more problematic is a significantly decreasing number of inpatient admissions.  If 
health plans deny admission to beneficiaries even though inpatient admission is warranted, the 
state may not know needed care was denied until after the patient dies.  Why are there not quality 
measures that include beneficiary satisfaction surveys, tracking complaints from other providers 
(such as a hospital or SNF who was refused payment by the health plan despite following all of 
the health plan’s requirements), improvements in a beneficiary’s ability to perform ADLs and be 
self-sufficient, increasing practices of healthy lifestyle choices by beneficiaries, and so on?  We 
have had many situations where Medicaid beneficiaries who were being cared for in a home 
setting came to a SNF after a hospitalization due to infected decubitus ulcers acquired while in 
the home setting, unmanaged diabetes or coronary/respiratory issues, significant decline in 
function, and so on.  What will be put in place to make sure the quality of care in the non-
institutional setting is maintained? 

 
8.      At least part of the rationale for embarking on this project is because of the emphasis of CMS to 

reduce rehospitalization among nursing home residents (lines 912-917).  This section states , 
“CMS research has indicated that 45% of hospital admissions for those receiving Medicaid 
nursing facility services are preventable.”  However, the report which is referenced here says 
nothing about “45% of hospital admissions” for dual eligible are from nursing facilities.  It says 
that “26% of rehospitalizations may have been avoidable” but it fails to mention what constitutes 
an “avoidable” and “unavoidable” rehospitalization. What is striking in the original CMS report is 
that Idaho is the second lowest State in the nation regarding hospital readmission rates from a 
SNF.  The state may be placing a considerable amount of resources and emphasis implementing a 
solution which is in desperate need of a problem if it is trying to reduce rehospitalizations among 
nursing facility patients. The glaring problem with the entire report is that it lists nursing homes 
as the primary care setting in which patients are readmitted to a hospital, but ignores the fact that 



patients in a SNF are considerably more medically compromised than patients in a home care 
setting. 
 

9.      Will the health plans dictate to beneficiaries where they can go to receive inpatient hospital or 
SNF care?  Will they be allowed to direct patients to and away from certain facilities? Will there 
be oversight regarding which hospital/SNF/health care provider is used by the health plan and 
which are excluded? What quality measures will be in place to be sure beneficiaries receive the 
level of care deemed appropriate by their attending physician?  My biggest concern about this 
program is it places total control over the health care services provided to beneficiaries without 
any oversight or monitoring.  If bad patient outcomes occur, there does not appear to be any 
process for the state to immediately intervene and require the plan to provide medically necessary 
care. 
 

10.  Will the payment rates to hospitals and SNFs be negotiated directly between the health plans and 
the providers or will the state have any input or influence?  If the health plan sets payment rates 
too low and a provider in a given area refuses to accept the low rates, the plan enrollees may be 
forced to travel 50 miles or more to another provider to receive health care services. 
 

11.  Will the payment rates established between the health plans and health care providers be made 
public?  Typically, these negotiated rates are a tightly guarded trade secret between the health 
plans and providers.  Additionally, health plans or providers could engage in collusion or price 
fixing if the payment rates between different health plans and providers were made public. 
 

12.  Will there be a limitation on the amount of times a health plan could require an enrollee to move 
if the health plan finds another provider who will accept a lower rate for that patient?  For 
example, a patient could be in SNF “A” at a negotiated rate of $180 per day, and the health plan 
decides to move the patient to SNF “B” because that facility will accept $178 per day.  Two 
months later, the health plan moves the patient to SNF “C” because that facility will accept $175 
per day.  Each move is extremely disruptive to the life of the enrollee, but there appears to be no 
limit on the number of times a health plan could transfer a patient if it finds another facility which 
will accept a lower rate.  Just as critical is the ability of a health plan to move a patient potentially 
100 miles or more away from their family and community only because the health plan finds a 
provider in another community in Idaho which will accept patients at a lower rate.  Is there any 
restriction on how far a health plan can direct a patient away from his/her home or family, or will 
the health plan be required to place an enrollee needing SNF care in the community from which 
he/she resided prior to hospitalization or the acute/chronic episode which subsequently required 
SNF care? 
 

13.  Will the payment rates established between health plans and SNFs be a factor when determining 
the Lower of Cost or Charges (LOCC) limitation on SNF Medicaid rates for non-dual eligible?  If 
so, this would by default reveal the payment rate negotiated between the health care plans and the 
SNF providers, which could again lead to possible collusion or price fixing problems. 
 

14.  How will patient days and acuity scores for the health plan enrollees be considered in the 
derivation of facility-specific Medicaid rates for non-dual eligibles?   
 

15.  What happens to the current 2.7% across the board rate reduction for all Medicaid patient days 
when the dual eligible population enters a health plan?  I assume that will go away for all dual 
eligibles in a health plan, but I just need to be sure. 
 



16.  As we still have a SNF provider tax program in Idaho, and likely will have the program in the 
foreseeable future, how will non-Medicare days and Medicaid days be counted to calculate the 
provider tax and UPL payments?  Will the UPL payments be made only based on non-dual 
eligible Medicaid patient days?  Will the provider tax be calculated based on total days less 
Medicare only days? 

 
I look forward to continuing to work with the Idaho Department of Health and Welfare as this project 
moves forward. 
 
Sincerely, 
Rick Holloway, CEO 
Western Health Care Corporation 
 
 



















 
 
 
 
 
 
 
 

Fresenius Medical Care North America 
Corporate Headquarters:                920 Winter Street, Waltham MA 02451                   (800) 662-1237 

May 10, 2012 
 
 

Via E-mail: LTCManagedCare@dhw.idaho.gov  
 
RE: Dual Eligible Demonstration 
 

Fresenius Medical Care North America (“FMCNA”) is pleased to provide comment to 
the Idaho Department of Health & Welfare Integrated Care Demonstration Project for Dual 
Eligible individuals.  We applaud DHW for its approach on how to best achieve a comprehensive 
health delivery system and payment reform in both Medicaid and the broader health care 
systems.  In its draft demonstration application, the State appears to include  individuals who are 
diagnosed with end stage renal disease (“ESRD”).  The focus of this letter is to address the 
specific needs of individuals with ESRD and to request that Idaho Medicaid give thoughtful 
consideration to how this costly, complex and vulnerable patient group should be treated in the 
context of the dual eligible integrated care demonstration.  

 
FMCNA is the largest provider of dialysis products and services in the U.S. and provides 

renal dialysis services to approximately 110 Idaho residents at our 5 dialysis facilities in the 
State. Over 1,100 people with kidney failure receive life-sustaining dialysis treatments at one of 
26 Idaho dialysis facilities. Idaho ranks 3rd in the nation in the rate of new cases of ESRD 
diagnosed each year.  
 
Overview of Renal Failure 
 

Individuals with renal disease are among the most complex, vulnerable and costly of all 
patient groups.  Chronic kidney disease (“CKD”) is a progressive illness and is defined as CKD 
Stages I through V, with CKD Stage V equating to ESRD.  Once an individual reaches ESRD, 
their options are limited to:   

 
1)   Organ transplant – primarily kidney but also kidney/pancreas for diabetics;  
2)   Renal Replacement Therapy – most frequently this is in the form of (A) in-center 

hemodialysis, which is done generally three to four times each week for four hours 
per session; (B) home hemodialysis or (C) home based peritoneal dialysis; 

3) Death – If a patient with ESRD chooses not to be on dialysis or cannot obtain an 
organ transplant, death will likely occur within a few weeks.   

 
In addition to suffering the complications that accompany loss of renal function, these 

patients typically have multiple chronic conditions such as hypertension, cardiovascular disease 
or diabetes (over 50 percent of individuals with ESRD are diabetic) that lead to renal failure.   
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The incidence of CKD is increasing in the general population due to hypertension and 
diabetes, and goes largely undetected.  These patients are typically socio-economically 
disadvantaged, with approximately 50 percent being dual-eligible, kidney disease has a 
disproportionately high impact in minority and underserved populations.  Due to the medically 
complex and chronic nature of this disease, the late stage CKD and ESRD population accounts 
for nearly 10 percent of total Medicare spending.  The Centers for Medicare and Medicaid 
(“CMS”) has long recognized the specialized needs of this costly patient group and has tested a 
variety of models to address the clinical needs of this population and has engaged the kidney care 
industry in multiple demonstration projects and renal-specific initiatives.    
 
Comments on Idaho’s Demonstration Proposal 
 

We support Idaho Medicaid’s goal for better health outcomes, greater cost-effectiveness, 
and care being provided in the most appropriate setting. We also support Idaho Medicaid’s 
interest in providing health homes for the following specific categories of individuals: 
1) A serious, persistent mental illness, or 
2) Diabetes and an additional condition, or 
3) Asthma and an additional condition. 
 
Because diabetes is the primary cause of ESRD, individuals with ESRD may be good candidates 
for health homes.  
 
 We also agree that dual eligible beneficiaries should be able to make plan changes based 
on changes in health status. Allowing a beneficiary to enroll in a new health plan, effective the 
first of any month, so long as Medicaid is notified and the change is requested fifteen (15) days 
in advance is something we support. 
 

We have a suggestion regarding the proposal. The proposal states that the existing Idaho 
Medicare-Medicaid Coordinated Plan is a Medicare Advantage Special Needs Plan (SNP) and 
will cease in 2014. We support leaving duals already enrolled in MA or MA SNP plans outside 
of the demonstration project. Those individuals are already in a well-managed care environment 
and MA plans serve as another option for coordinated care plans.   
 
 Please contact me for more information regarding ESRD dual eligible beneficiaries or to 
discuss in greater detail how the dual eligible ESRD patient population can best be served in the 
context of the Colorado dual eligible integrated care demonstration. Thank you for your 
consideration of our comments, 

 
Sincerely yours,  
 

 
 
Robert Sepucha 
Senior Vice President, Government Affiars 
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Submitted via E-mail 
LTCManagedCare@dhw.idaho.gov 
 
May 10, 2012 
 
Idaho Department of Health and Welfare 
PO Box 83720 
Boise, ID 83720-0036 
 
RE:  Idaho Division of Medicaid Demonstration Proposal to Integrate Care for 

Dual Eligibles 
 
To Whom It May Concern: 
 
On behalf of the 177 chain pharmacies operating in the state of Idaho, the National 
Association of Chain Drug Stores (NACDS) appreciates the opportunity to submit 
comments to the Idaho Department of Health and Welfare (“Department”) on the 
proposal for the Idaho Division of Medicaid Demonstration Proposal to Integrate Care for 
Dual Eligibles.  We appreciate the Department considering our input on this matter.  

NACDS represents traditional drug stores, supermarkets, and mass merchants with 
pharmacies – from regional chains with four stores to national companies.  Chains 
operate more than 40,000 pharmacies and employ more than 3.5 million employees, 
including 130,000 pharmacists.  They fill over 2.6 billion prescriptions annually, which is 
more than 72 percent of annual prescriptions in the United States.  Chain pharmacies fill 
the majority of Medicare Part D and Medicaid prescriptions, making them a critical 
access point for healthcare services for dual eligibles.   

The goals of the Centers for Medicare & Medicaid Services’ (CMS) “State 
Demonstrations to Integrate Care for Dual Eligible Individuals” initiative are to improve 
performance of primary care and care coordination for individuals eligible for both 
Medicare and Medicaid and to eliminate duplication of services for these beneficiaries, 
expand access to needed care, and improve the lives of dual eligibles, while lowering 
costs.  NACDS believes that the Department’s proposal incorporates various approaches 
to care that would enable the Department to meet this aim. 
 
Critical Role of Pharmacists in Coordinated Care Programs 
Successful outcomes for a coordinated care program are dependent upon coordinating 
care provided by multiple provider types, including the services provided by pharmacists 
as part of the healthcare team.   NACDS applauds the Department for recognizing in their 
proposal the value of utilizing pharmacists, who regularly see their patients, as members 
of the broader care management team that will be utilized to more effectively coordinate 
and provide the full range of Medicare and Medicaid services.  Pharmacists play a key 
role in helping patients take their medications as prescribed and offer a variety of 
pharmacist-delivered services, such as medication therapy management (MTM) to 
improve quality and outcomes.  Including community pharmacists as a part of the 
coordinated care models for dual eligible beneficiaries is one of the many ways of using a 
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pharmacist’s clinical skills to improve patient outcomes.  Accessible in virtually every 
community, pharmacists are medication experts with the ability to identify patient 
specific medication-related issues and communicate those issues to the patient and their 
provider.  In addition, pharmacists have the ability to educate the patient with the 
necessary information to improve patient compliance, outcomes and overall quality of 
care.  
 
Medicare Data is Essential for Care Coordination for Dual Eligibles 
As the Department works to integrate care, we urge the agency to obtain Medicare Parts 
A, B and D data from CMS.  It is important to note the role that Medicare data plays in 
the integration of care for dual eligibles.  As noted in the proposal, dual eligible 
beneficiaries can have complex medical needs and are left to receive services from a 
system that is fragmented and has both overlapping and conflicting benefits and 
requirements.   Access to Medicare data is critical to achieving the shared goals of the 
state and the federal government.  With adequate access to Medicare Parts A, B and D 
data states can advance the integration of Medicare and Medicaid and facilitate care 
coordination, improve the quality of care dual eligible beneficiaries receive and utilize 
health care resources more efficiently.   
  
Inclusion of Medication Therapy Management Services in Coordinated Care Model 
While the proposal does not go into great detail regarding the specific benefits that will 
be provided to beneficiaries, we note that the Workplan / Timeline indicates that the 
Department intends to pursue a Medication Therapy Management Program as part of its 
plans for the overall integration of care for dual eligibles.  We commend the state 
including this in its plans. NACDS believes the appropriate utilization of pharmacist-
provided MTM services can play an important role in helping states meet the goals of 
eliminating duplication of services, expanding access, and improving the lives of dual 
eligibles, while lowering costs and allowing the state to share in the savings achieved.  
Research has shown that only 50 percent of patients properly adhere to their prescription 
drug therapy regimens.  Poor medication adherence costs the nation approximately $290 
billion annually – 13% of total health care expenditures – and results in avoidable and 
costly health complications, worsening of disease progression, emergency room visits 
and hospital stays.  This inadequate medication adherence rate is associated with about 
$47 billion annually for drug-related hospitalizations, an estimated 40 percent of nursing 
home admissions.1  
 
Reasons for patient non-adherence to a medication regimen are multiple, including costs, 
regimen complexity and patient beliefs.  This is especially true for the dual eligible 
population whose care is fragmented between the Medicare and Medicaid programs.  The 
fragmentation of care can often lead to beneficiary confusion and increase the possibility 
that a beneficiary may not adhere to his or her medication regimen.   
 
Pharmacists are the most highly trained professionals in medication management.  They 
receive a minimum of six years and in many cases eight years of college where they 
study medication uses, dosing, side effects, interactions and patient care.  As highly 
trained and accessible healthcare providers, pharmacists are uniquely positioned to play 

                                                 
1 New England Healthcare Institute, 2009.   
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an expanded role in ensuring patients take their medications as prescribed.  MTM 
services provided by community pharmacists improve patient care, enhance 
communication between providers and patients, improve collaboration among providers, 
optimize medication use for improved patient outcomes, contribute to medication error 
prevention and enable patients to be more actively involved in medication self-
management.  Pharmacist-provided MTM services are one of the many ways of using a 
pharmacist’s clinical skills to improve patient outcomes.  Pharmacists already have the 
training and skills needed to provide MTM services and currently provide many of these 
services in their day-to-day activities. 
 
In order to be effective in improving outcomes for the dual eligible population through 
increased medication adherence, MTM services should be provided in a setting that is 
convenient and comfortable for the beneficiary; this is especially true for beneficiaries 
transitioning from the inpatient hospital setting or long-term care setting.  Because most 
patients obtain their prescription drugs and services from their local pharmacy, the 
convenience of pharmacist-provided MTM services is not only logical, but is a cost 
effective way to increase patient access to MTM services and coordinate the beneficiaries 
medication. 
 
In the pharmacy setting, MTM includes services such as review of the patient’s 
prescription and over-the counter medications, reconciliation with medications received 
in the hospital, development of a personal medication record for a beneficiary to share 
with his/her physicians(s) and a medication-related action plan to achieve specific health 
goals in cooperation with his/her pharmacist.  To perform the most comprehensive 
assessment of a beneficiary, personal interaction with direct contact between a pharmacist 
and a beneficiary is optimal.  A face-to-face interaction optimizes the pharmacist’s ability 
to observe signs of and visual cues to the beneficiary’s health problems.  A recent study 
published in the January 2012 edition of Health Affairs demonstrated the key role retail 
pharmacies play in providing MTM services to beneficiaries with diabetes.  The study 
found that a pharmacy-based intervention program increased beneficiary adherence and 
that the benefits were greater for those who received counseling in a retail, face-to-face 
setting as opposed to a phone call from a mail order pharmacist.  The study also 
suggested that the interventions, including in-person, face-to-face interaction between the 
retail pharmacist and the beneficiary, contributed to improved behavior with a return on 
investment of 3 to 1. 
 
For all of the reasons discussed above, we urge the Department to not only maximize its 
utilization of MTM services for beneficiaries currently eligible for the Part D MTM 
program, but also use this demonstration as an opportunity to expand the use of MTM to 
include dual eligibles entering Medicare for the first time and those beneficiaries in 
transitions of care.  Doing so would target beneficiaries that often fall through the cracks 
and would improve their health outcomes and lower overall program costs by providing 
help early in the process, before lack of coordination and poor medication adherence can 
become an issue.  For newly eligible beneficiaries who are new to the Part D program 
and Part D formulary requirements, MTM services would serve a vital role in 
coordinating care and understanding any prescriptions the beneficiary may have received 
through Medicaid as well as any over-the-counter drugs the beneficiary may be taking.  
MTM services would also ensure that any future prescriptions paid for through the 



May 10, 2012 
Page 4 of 4 

program would be safe, effective and appropriate.  Similarly, beneficiaries transitioning 
from a hospital or a long-term care setting are often released with new medications and 
are vulnerable to miscommunication between different provider types.  Pharmacists are in 
the best position to minimize any chances for miscommunications by acting as the main 
source for monitoring and managing a beneficiary's prescription medications, both 
immediately during the transition and continuing on as the beneficiary continues to live 
in the community.  
 
NACDS also asks the Department to maximize the promotion and utilization of MTM 
services provided by community pharmacists as a means for improving the heath benefits 
in its initiative to integrate care for the dual eligible population.  In doing so,  we urge the 
Department to consider increasing access to those beneficiaries eligible for Medicare for 
the first time and beneficiaries transitioning from hospitals and other long-term care 
settings. 
 
Thank you again for the opportunity to provide you with this information.  We look 
forward to partnering with you in the future on issues impacting retail pharmacy. 
 
Sincerely, 

 
Michelle Cope 
Director, State Public Policy 
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